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Abstract
The Convention on the Rights of Persons with Disabilities (CRPD) has been identified as a milestone 
in human rights protection, offering people with psychosocial disabilities the opportunity to hold their 
governments accountable for the realization of their rights. To facilitate such accountability, the country 
reports produced under the CRPD reporting process should adequately reflect these persons’ experiences 
and relevant positive or negative developments in the country. Our study used content analysis to review 
the extent and quality of reporting related to mental health and psychosocial disabilities in 19 country 
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Introduction
Around the world, people with mental conditions 
and associated psychosocial disabilities are among 
the most marginalized groups in society.1 Psycho-
social disabilities are those disabilities that arise 
from barriers to social participation experienced 
by people who have or who are perceived to have 
mental conditions or problems, and the term is 
now widely used within the disability movement.2 
While the form and extent of exclusion and abuse 
may differ from culture to culture, the problem is 
“near universal.”3 Since coming into force in 2008, 
the United Nations (UN) Convention on the Rights 
of Persons with Disabilities (CRPD) has been 
heralded as marking a paradigm shift in the way 
that disability is understood and responded to.4 
It moves away from the traditional perspective of 
persons with disabilities as “objects” of charity in 
need of “cure,” to a human rights perspective that 
addresses the barriers experienced by people with 
psychosocial disabilities across all life domains.5 
This is the realization that people with disabilities 
are rights holders, who must be afforded agency 
to make their own decisions and to participate, 
on an equal basis with others, as active members 
of society.6 In addition, a systematic review in 2016 
found that consultations with mental health service 
users in policy formulation processes increased the 
likelihood of improved mental health services and 
outcomes.7 The CRPD provides a clear articulation 
of the human rights of people with psychosocial 
disabilities in line with other impairment groups, 
and was drafted with the involvement of their rep-
resentative organizations.8
The accountability mechanisms for monitor-
ing and reviewing states’ implementation of the 
CRPD are detailed in the UN Disability Inclusion 
Strategy.9 The Optional Protocol to the CRPD 
includes further mechanisms for remedies and 
redress.10 The Committee on the Rights of Persons 
with Disabilities (CRPD Committee), an indepen-
dent “committee of experts”—also known as a 
human rights treaty body—conducts a constructive 
dialogue with countries that have ratified the treaty 
(state parties). Initially, countries must submit a re-
port two years after formal ratification of the treaty, 
and then periodically every four years, outlining 
their progress in the realization of disability rights 
in domestic law, policy, and practice. Persons with 
disabilities are expected to be full participants in 
this process—based on clear recommendations 
in the CRPD Committee’s General Comment 7, 
which includes a discussion of articles 4(3) and 
33(3) concerning the meaningful participation of 
people with disabilities in decision-making and 
in providing input into national reporting by state 
parties.11 Civil society organizations and national 
human rights institutions are encouraged to sub-
reports. The criteria used were based on provisions of the CRPD and on priorities identified by a steering 
committee of people with psychosocial disabilities. We found a wide variation in the quantity and quality 
of states’ reporting, with an indication that this variation relates to countries’ economic development. 
Increasing the participation of representative organizations of people with psychosocial disabilities is 
needed for state parties to fulfill their reporting obligations. While there has been progress in improving 
organizations of persons with disabilities capacity to be heard at the global level, our findings suggest 
low levels of participation in CRPD processes at the national level in many countries. State parties must 
actively include these groups to ensure implementation of the CRPD principles.
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mit parallel, or “shadow,” reports during the state’s 
drafting process. Other aspects of this process also 
encourage meaningful participation—for example, 
the review of the country report by national human 
rights institutions must include the expectation of 
participation and must be attuned to the priorities 
of people with psychosocial disabilities as identified 
by their representative organizations.12
A member of the CRPD Committee volunteers 
to lead the report review and drafts a “list of issues” 
to be addressed by the country in its response. This 
“list of issues” is a list of themes or questions for-
mulated by the treaty body on the basis of a state 
party’s report and other available information (for 
example, information supplied by UN specialized 
agencies, national human rights institutions, civil 
society organizations, and other contributors), 
which is transmitted to the country government 
in advance of the session at which the treaty body 
will consider the country report. The list of issues 
provides the framework for a constructive dialogue 
with the government delegation. A good general 
understanding among actors in the process is es-
sential if these issues are to be properly addressed 
in the “constructive dialogue” on the report at the 
CRPD Committee meeting.
Civil society organizations can access the 
committee’s concluding observations or rec-
ommendations issued to a government after the 
constructive dialogue. The concluding observations 
or recommendations provide civil society with an-
other mechanism to hold state parties accountable. 
In this way, civil society organizations can contact 
the Secretariat of the CRPD Committee and draw 
the committee’s attention to inaction on the part of 
state parties. The CRPD Committee also has its own 
follow-up procedure whereby a dedicated member 
of the committee tracks the actions that state par-
ties are undertaking or failing to undertake.13 
Despite these formal procedures, throughout 
the world, it is unclear whether people with psy-
chosocial disabilities are fully benefiting from the 
potential of the CRPD accountability mechanisms 
when it comes to the realization of their rights. 
There are a number of reasons why this may be the 
case. First, while at the global level national orga-
nizations of persons with psychosocial disabilities 
have been very influential, not least in the CRPD 
development process, these organizations may 
be newly formed or emerging, financially vulner-
able, or nonexistent at the national level in many 
countries, particularly in lower-income countries.14 
Second, where such organizations do exist at the na-
tional level, there are barriers to their participation 
in the preparation of country reports, given that 
based on prejudice and exclusion, there is often no 
formal role for them to contribute to decision-mak-
ing processes such as policy development. Such 
exclusion can also come from within the disabil-
ity community itself, meaning that persons with 
psychosocial disabilities may be underrepresented 
in national disability federations. This exclusion 
undoubtedly results in members of organizations 
lacking the opportunity to advocate effectively as 
part of the reporting process.15 
The aim of this research is to empirically as-
sess these assumed limitations by measuring how 
psychosocial disabilities have been included in 
the reports submitted by state parties to date. By 
better understanding the content of these reports, 
it will be possible to gain insight into the inclusion 
of people with psychosocial disabilities in national 
policies and programs, as well as the success of their 
representative organizations in using the CRPD 
Committee as a mechanism to hold duty-bearers, 
including governments and the private sector, to 
account. We hope that these insights into the coun-
try reporting process will elucidate disparities in 
participation in the CRPD accountability process 
at the national level and inform the strengthening 
of this process going forward.
Methods
We reviewed 19 states parties’ official reports sub-
mitted to the CRPD Committee to ascertain the 
quantity and quality of content related to psycho-
social disabilities. These reports were purposively 
selected for representation across global regions 
and income levels (low-, lower-middle-, upper-mid-
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dle-, and high-income countries using World Bank 
criteria) to ensure that a diverse range of national 
experiences were captured. 
Overall, the review included three countries 
classified as low income, five of each other classi-
fication, and one unclassified (Figure 1). The East 
Asia and the Pacific region, the Latin America and 
the Caribbean region, and the Sub-Saharan Africa 
region were the most represented, at four countries 
each. Myanmar was the only country included that 
is classified under “fragile and conflict-affected 
situations” by the World Bank. Table 1 includes a 
list of the countries reviewed and their detailed 
classifications.
A review of the relevant literature did not iden-
tify an appropriate tool for analyzing the content of 
such reports. We therefore developed a framework 
for assessing the variables considered to be partic-
ularly pertinent to reporting on the realization of 
rights of persons with psychosocial disabilities and 
used content analysis of the reports’ text to review 
them.16 
At the start of the research, we established a 
steering committee to inform the process and guide 
decisions at various stages. This committee was 
made up of people who have personal experience 
living with psychosocial disabilities and working in 
this field, some of whom had participated in CRPD 
reporting processes, and who come from a range of 
countries, including those in our study. 
The steering committee (which included all of 
this paper’s authors) developed, by consensus, five 
variables for judging the strengths of the country 
reports with respect to psychosocial disabilities. 
These variables were based on CRPD principles, 
common errors in understanding psychosocial 
disabilities, and priorities identified by organiza-
tions of people with psychosocial disabilities in the 
literature.
Variable 1: The extent of discussion in the report re-
garding psychosocial disability
Variable 2: Theoretical approaches informing the re-
port’s discussion of psychosocial disability







Figure 1. World map showing countries included in the review and their classification by World Bank-defined income 
level (FY17 classifications)
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guishes psychosocial disability from intellectual 
disability
Variable 4: The extent to which the report addresses 
CRPD articles considered highly relevant to people 
with psychosocial disabilities
Variable 5: The extent to which the report’s discussion 
of accessibility initiatives (such as reasonable ac-
commodation) addresses psychosocial disabilities 
compared to other disability types
This framework was developed into a psychosocial 
disability rights content analysis tool (PDR-CAT), 
establishing a coding guide for each variable, which 
we used to analyze the country reports and assign 
scores for the reports against each variable. The tool 
and coding guidance are available on the Mental 
Health Innovation Network’s website. This process 
was repeated by a second independent reviewer us-
ing the same tool. We assessed inter-rater reliability 
using the Cohen’s Kappa method.17 Where there 
were discrepancies between the raters, reasons for 
this were discussed by the researchers and the steer-
ing committee to decide on clearer coding guidance 
to remove ambiguity, and with a view toward better 
reflecting the intended purpose of the variable. We 
then recoded the relevant variables according to 
these decisions. In addition, there is much detail 
in the reports that cannot be captured in dichot-
omous variables, even where some intermediate 
scores were used. Thus, throughout the results, we 
have included notes that attempt to describe these 
nuances. More details for each variable, along with 
the reconciled coding and notes of these additional 
details, are presented below.
Results
Variable 1: The extent of discussion regarding 
psychosocial disability 
Variable 1 measured the extent of each report’s 
discussion of psychosocial disability. We carried 
out a word search to identify paragraphs including 
“search terms” related to psychosocial disability 
(Table 3), which we identified through a literature 
review and review of a sample of country reports. 
We excluded paragraphs if they included the search 
terms but clearly did not refer to psychosocial 
disability. We then calculated the proportion of 
paragraphs in each report that included the search 
terms (see Figure 2).
Country Income Region Fragile or conflict affected
Australia High East Asia & Pacific No
Bolivia Lower middle Latin America & Caribbean No
Canada High North America No
Chile High Latin America & Caribbean No
Colombia Upper middle Latin America & Caribbean No
Cook Islands Unclassified Western Pacific No
Dominican Republic Upper middle Latin America & Caribbean No
Ethiopia Low Sub-Saharan Africa No
India Lower middle South Asia No
Jordan Upper middle Middle East & North Africa No
Kenya Lower middle Sub-Saharan Africa No
Lao PDR Lower middle East Asia & Pacific No
Myanmar Lower middle East Asia & Pacific Yes
Nepal Low South Asia No
South Africa Upper middle Sub-Saharan Africa No
Sweden High Europe & Central Asia No
Thailand Upper middle East Asia & Pacific No
Uganda Low Sub-Saharan Africa No
United Kingdom High Europe & Central Asia No
Table 1. Countries included in the review
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Variable 1:









No. (%) of paragraphs 
with high extent 
(3) of discussion of 
psychosocial disability
Variable 2:
No. (%) of 
paragraphs using 
a human rights 
approach
Variable 3:
No. (%) of times a 
term used clearly 
refers to psychosocial 
disability as distinct 
from intellectual 
disability
Australia 30 (14%) 2.3 17 (8%) 11 (37%) 62 (93%)
Bolivia 21 (6%) 2.1 9 (2%) 9 (43%) 24 (71%)
Canada 49 (13%) 2.2 27 (7%) 20 (41%) 67 (71%)
Chile 20 (8%) 1.8 6 (2%) 4 (57%) 20 (65%)
Colombia 13 (5%) 2.2 7 (3%) 5 (38%) 12 (55%)
Cook Islands 9 (4%) 2.0 4 (27%) 3 (33%) 4 (44%)
Dominican Republic 10 (6%) 1.8 4 (3%) 1 (10%) 12 (52%)
Ethiopia 5 (3%) 1.6 1 (1%) 1 (20%) 1 (13%)
India 40 (13%) 1.9 15 (5%) 17 (43%) 44 (59%)
Jordan 17 (6%) 2.1 9 (3%) 7 (41%) 25 (51%)
Kenya 15 (6%) 1.8 5 (2%) 7 (47%) 2 (11%)
Laos 4 (5%) 1.0 0 (0%) 1 (25%) 3 (60%)
Myanmar 5 (5%) 1.8 2 (2%) 4 (80%) 4 (57%)
Nepal 15 (5%) 1.4 2 (1%) 9 (60%) 18 (64%)
South Africa 52 (12%) 2.4 34 (8%) 28 (54%) 51 (53%)
Sweden 19 (6%) 2.1 10 (3%) 11 (58%) 24 (62%)
Thailand 7 (3%) 1.6 2 (1%) 4 (57%) 6 (86%)
Uganda 21 (8%) 2.1 10 (4%) 15 (71%) 14 (42%)
United Kingdom 37 (12%) 2.5 24 (7%) 14 (38%) 46 (61%)
Note: Full results are available on the Mental Health Innovation Network’s website.







High (5) Upper middle (5) Lower middle (5) Low (5)
Note: Cook Islands unclassified
Figure 2. Average percentage of paragraphs referring to psychosocial disability, by income level classifications
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Of the 19 country reports assessed, the total re-
port lengths ranged between 88 paragraphs (Laos) 
and 426 paragraphs (South Africa), with a median 
of 265 paragraphs (Uganda). The percentage of para-
graphs discussing psychosocial disability ranged 
between 3.3% (Thailand) and 13.9% (Australia), 
with a median of 5.6% (Nepal) (Table 2). Following 
recoding for differences, Cohen’s Kappa for the 
inclusion/exclusion of paragraphs as discussing 
psychosocial disability was 0.91, “almost perfect” 
according to the guidelines proposed by J. Richard 
Landis and Charles Koch. While we cannot com-
ment on the proportion of paragraphs deemed to 
be a good amount—as we would not expect to have 
specific impairment groups mentioned in some 
paragraphs—what is clear is that there is a wide 
variation among countries. In addition, the average 
proportion of paragraphs discussing psychosocial 
disabilities was twice as high in high-income coun-
tries compared to low-income ones (Figure 2).
The extent to which psychosocial disability is 
discussed in each paragraph 
Variable 1.2 measured the extent to which psycho-
social disability was discussed in each paragraph 
based on a set criteria and ordinal scale (1=low, 
2=moderate, 3=high extent). The extent may be rat-
ed higher either because the search terms appeared 
in a large proportion of the paragraph’s sentences 
or because one or more sentences focused on issues 
relevant to psychosocial disability in particular (as 
opposed to disability in general). These data inform 
several considerations:
• The total rating of all paragraphs mentioning the 
search terms, to give an overall summary of the 
amount of discussion of psychosocial disability 
in the report.
• The average rating among those paragraphs 
mentioning the search terms, to give a sense of 
the extent to which the discussion of psychoso-
cial disability in the report focused specifically 
on psychosocial disability compared to includ-
ing it in broader discussion.
• The average rating among all paragraphs, with 
paragraphs not mentioning the search terms 
rated as zero. This provides a composite between 
variables 1 and 1.2, providing an overall summa-
ry of the degree to which the report focused on 
psychosocial disability relative to other topics.
Key findings by country are given in Table 2. Of 
the 19 country reports assessed, the total scores for 
reports ranged between 4 (Laos) and 127 (South Af-
rica), with a median of 36 (Chile). It should be noted 
that this is influenced in part by the overall length 
of the report (the South African report was long 
overall). The average score for paragraphs including 
search terms was 2.1, reflecting a range between 1.0 
(Laos) and 2.5 (United Kingdom). The average score 
among all paragraphs was 0.16, reflecting a range 
Mental Include mentions of words that are direct derivatives of “mental” (e.g., “mentally”). Exclude mentions of words 
that signify separate concepts (e.g., “governmental” or “fundamental”). Also exclude mentions of words that signify 
intellectual impairment, namely “mental developmental disability” and “mental retardation.”
Psych* Include mentions of words that are direct derivatives of “psych” (e.g., “psychosocial,” “psychiatric,” “psychological”). 
Exclude mentions of words that signify separate concepts.
Lunatic, lunacy, 
insane, insanity
These terms once held pseudo-scientific meanings but have been considered completely inappropriate and outside all 
formal classification systems for decades. Nonetheless, we considered it important to include these terms, as some reports 
may include them (for example, a number of countries still have “Lunacy Acts” in their legislation, even if outdated).
Unsound This is intended to capture discussion of people with psychosocial disabilities as having “unsound” minds or “unsound” 
reasoning. Exclude mentions of the term “unsound” that clearly do not relate explicitly to people with psychosocial 
disabilities (e.g., exclude mentions of “unsound practices” if these do not refer explicitly to people with psychosocial 
disabilities). 
Mind Exclude mentions of the term “mind” that clearly do not relate explicitly to people with psychosocial disabilities.
Asylum Exclude mentions of the term “asylum” that clearly do not relate explicitly to people with psychosocial disabilities (e.g., 
exclude mentions of asylum seekers, or asylums for children with physical disabilities).
Table 3. Search terms for variable 1
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between 0.05 (Thailand, Laos, Ethiopia) and 0.32 
(Australia). Notably, the report from Laos was the 
only report with no paragraphs with a high extent 
of discussion of psychosocial disability. Weighted 
Cohen’s Kappa was 0.57, rated as “moderate” ac-
cording to the guidelines proposed by Landis and 
Koch. The relatively low agreement is due to the 
multiple pathways by which scores are assigned and 
by a decision by the steering committee to clarify 
the criteria after coding had been done, at which 
point the first coder was not available to recode. 
(See “Strengths and weaknesses” below.)
Variable 2: Theoretical approaches informing 
the discussion of psychosocial disability
Variable 2 assessed the theoretical approaches 
informing each report’s understanding of psy-
chosocial disability, rating each paragraph that 
mentioned psychosocial disability according to one 
of four categories based on recognized models and 
ways of thinking about disability: (1) human rights 
approach; (2) medical/charity/welfare approach; 
(3) discriminatory denial of legal capacity; and (4) 
unable to determine. The percentage of paragraphs 
in a report that took each approach serves as an in-
dicator of the report’s theoretical approach, and not 
any underlying policies it describes. Thus, a para-
graph that described a discriminatory policy, but 
criticized it, was rated “human rights approach.” 
Cohen’s Kappa was 0.61, rated as “substantial.” Re-
duction in concordance was driven mostly by the 
tool stating that where a country report’s frame was 
both “discriminatory denial of legal capacity” and 
“medical/charity/welfare approach,” then the over-
arching approach subsumed the “discriminatory 
denial,” causing some confusion. In general, this 
highlights that there was little disagreement as to 
whether the “human rights” approach was taken.
Findings for countries’ use of the “human 
rights” approach are presented in Table 2. A summa-
ry of findings for variable 2 is presented in Table 4.
Variable 3: The extent to which psychosocial 
disability is distinguished from intellectual 
disability
The degree to which each country report made a 
clear distinction between intellectual and psycho-
social disability might be judged to be a sign of 
depth of understanding among the report writers. 
Confusion between these two types of disabilities 
is fairly common, though it should be noted that 
the CRPD does not itself provide a definition. We 
assessed each individual mention of a search term 
and coded whether the term clearly referred to 
psychosocial disability or possibly included intel-
lectual disability. A list of classifications is provided 
in the guidance, indicating whether a given term 
indicates one or the other; however, coders could 
classify terms based on their judgment as to wheth-
er the rest of the paragraph gave greater clarity.
Findings are shown in Table 2. Across all 
reports, 61% of all relevant terms used clearly 
distinguished psychosocial disability from intellec-
tual disability. Australia had the highest percentage 
(93%), while Kenya had the lowest percentage (11%). 
Cohen’s Kappa (following a reconciliation after 
a coding clarification) was 0.83, “almost perfect” 
under Landis and Koch’s guidelines.
Approach Overall % Highest % Lowest %
Human rights 46% 80%, Myanmar* 10%, Dominican Republic
Medical/charity/welfare 9% 50%, Laos 0%, Bolivia, Colombia, Myanmar, Nepal, Uganda
Discriminatory denial of legal capacity 20% 38%, Colombia 0%, Cook Islands, Laos, Myanmar, Thailand
Unable to determine 25% 60%, Dominican Republic 16%, United Kingdom
* Relatively high scores were achieved where few paragraphs discussed psychosocial disabilities at all, but where those that did so used a particular 
approach (as was the case for Myanmar).
Table 4. Summary of results for variable 2
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Variable 4: The extent to which CRPD articles 
considered highly relevant to people with 
psychosocial disabilities are discussed
Certain articles in the CRPD (12, 14, 17, 19, and 
29) are considered to be highly relevant to people 
with psychosocial disabilities (as determined by 
the steering committee and the priorities of peo-
ple with psychosocial disabilities identified in the 
literature). Where specific content for one of these 
articles was identified in the country report, we 
scored the report “yes” (1.0) for that article. If the 
phrasing in regard to the article was not consistent 
with the priorities of people with psychosocial dis-
abilities, then we gave a score of “no” (0). Reports 
were rated 1.0 only if they described the issue spe-
cifically for people with psychosocial disabilities, as 
opposed to people with disabilities in general. 
“Yes” ratings were rare for most topics. Fol-
lowing the initial round of coding, we modified 
this variable to allow for a score of 0.5 for articles 
with multiple criteria in which a report discussed 
some of those criteria but not all of them. We made 
this change to make the variable more sensitive, as 
initial ratings were extremely low. A summary of 
scores is presented in Table 5. 
Out of a possible 10 points across all topics, 
South Africa had the highest total (5.5), while the 
Dominican Republic and Laos had the lowest (0.5). 
The median total score was 1.5—in other words, 
very low. Notably, no report discussed measures 
taken to protect all persons with disabilities from 
forced sterilization and girls and women from 
forced or coerced abortions or contraception. The 
Topic Mean 
score
Countries scoring 1.0 (specific 
content identified)
Article 12: Equal recognition before the law
Discusses whether legislation does or does not exist which restricts the full legal capacity on the basis 
of psychosocial disability, as well as actions being taken toward conformity with article 12 of the 
convention
0.53 Bolivia, Colombia, Kenya, 
Nepal, South Africa, Uganda
Support available to persons with disabilities to exercise their legal capacity and manage their financial 
affairs
0.16 Canada, Colombia, South 
Africa
The existence of safeguards against abuse of supported decision-making models 0.05 United Kingdom
Article 14: Liberty and security of person*
Measures taken by the state party to ensure that all persons with all forms of disabilities enjoy the 
right to liberty and security of person and that no person is deprived of their liberty on the basis of 
their disability
0.05 None
Actions being taken to abolish any legislation that permits the institutionalization or the deprivation 
of liberty of persons with any form of disability
0.16 Ethiopia, 
South Africa, Uganda
Legislative and other measures put in place to ensure that persons with disabilities who have been 
deprived of their liberty are provided with the required reasonable accommodation and benefit from 
the same procedural guarantees as all other persons to fully enjoy their human rights
0.16 None
Article 17: Protecting the integrity of the person
Measures taken to protect persons with disabilities from medical (or other) treatment given without 
the free and informed consent of the person
0.11 Nepal, South Africa
Measures taken to protect all persons with disabilities from forced sterilization, and girls and women 
from forced abortions
0.0 None
Article 19: Living independently and being included in the community
Measures taken to ensure the equal right of all persons with disabilities to live in the community 
(including access to support services) and to choose where they live
0.18 Canada
Article 29: Participation in political and public life
Legislation and measures to guarantee political rights for persons with disabilities (in particular 
persons with mental or intellectual disabilities), and, if it is the case, existing limitations and actions 
taken to overcome them
0.53 Colombia, South Africa, 
Sweden, Thailand, Uganda
Note: Full results are available on the Mental Health Innovation Network’s website.
* Under article 14, references to the deprivation of liberty exclude cases where people with psychosocial disabilities are subject to the same laws 
and due process as people without disability.
Table 5. Scores for each topic under variable 4 
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initial Cohen’s Kappa for the entire data set (that 
is, analyzing all of the content pieces together) was 
0.63, rated as “substantial” according to Landis and 
Koch’s guidelines. After we recognized that all cri-
teria for a “yes” were hard to meet, we introduced 
the 0.5 score and then recoded all reports using the 
new system.
Variable 5: The extent to which the discussion 
of accessibility initiatives addresses psychosocial 
disabilities compared to other disability types
While issues related to accessibility and reasonable 
accommodations are generally well understood 
for people with physical and sensory disabilities, 
the means of addressing exclusion in psychosocial 
disabilities are often not well understood or even 
considered. We therefore examined discussion of 
article 9 in each country report to explore reported 
initiatives to address accessibility and reasonable 
accommodation in relation to psychosocial disabil-
ity compared to other disabilities. We used criteria 
to review this section of each report in full and 
identify any accessibility initiatives, coding each 
as “physical,” “vision,” “deaf or hard of hearing,” 
“intellectual,” “intellectual/psychosocial (unclear),” 
“psychosocial,” “other impairments,” or “unable to 
determine.”
Our findings are shown in Figure 3. There was 
a dramatic lack of initiatives for psychosocial dis-
abilities compared to every other group identified, 
except for intellectual disability. Across all reports, 
physical, vision, and deaf or hard of hearing had 
71, 35, and 28 initiatives identified, respectively, 
compared to 0 for psychosocial disability and 2 
for intellectual/psychosocial. The overall findings 
of the two coders were nearly identical. Due to 
the nature of coding this section, Cohen’s Kappa 
could not be calculated on a pairwise comparison 
of specific initiatives and was instead calculated 
at the country level at 0.63, rated as “substantial” 
according to Landis and Koch’s guidelines. This 
Figure 3. Total initiatives identified to address reasonable accommodation and accessibility, by impairment type
Note: Results by country are available on the Mental Health Innovation Network’s website
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excludes “unable to determine,” which was much 
less consistent, but not considered important to the 
findings.
Discussion
There is substantial variability in the extent to 
which country reports discussed psychosocial 
disability (demonstrated by variable 1). Using the 
composite score, Australia’s score of 0.32 indicates 
more than six times the proportion of discussion 
dedicated to psychosocial disability compared to 
Thailand, Laos, or Ethiopia. In gross terms, South 
Africa devoted more than 10 times as many para-
graphs as Myanmar, Ethiopia, or Laos. 
While some of this variation may be attributed 
to the length of each report in general, it could also 
be an indication of the wide variety of prioritization 
of psychosocial disability in countries’ national dis-
ability agenda, as well as governments’ competence 
and confidence in reporting on this issue.
An additional consideration is the tendency 
for more and better focus on psychosocial disability 
when relevant people were included in the writing 
process of the report, as stipulated in article 35(4) 
of the CRPD. People with psychosocial disabilities 
may not have been part of the writing group in 
all countries. Even where their input was invited, 
governments’ decision whether to include their 
submissions in the final draft was ultimately outside 
the control of people with psychosocial disabilities. 
This was also reflected in the experience of our 
steering committee, whose members felt that where 
organizations of people with psychosocial disabili-
ties were included from the start, their issues were 
covered better and more prominently. 
The wide variation in the extent to which 
countries reported specifically on psychosocial 
disability—as opposed to integrating it into wider 
disability issues—should be taken into context. 
For example, the United Kingdom’s high score on 
specific mention of psychosocial disability is in 
general a good thing (as a neglected area needs to 
be highlighted), but the state fell short in consider-
ing psychosocial disability across all life domains 
beyond health—for example, in relation to hous-
ing, education, community life, and so forth—and 
alongside other types of disability. Where reports 
discuss states’ performance on disability in general, 
it is important for psychosocial disability to also be 
included, and not only in special sections (for exam-
ple, by focusing only on specific rights like consent 
or access to mental health services). We believe that 
this would be reflected by a higher proportion of 
paragraphs including our search terms (variable 1) 
than the median of 5.6% found in this sample. 
Variable 2 demonstrates that nearly half of 
the paragraphs discussing psychosocial disability 
appeared to use a theoretical approach grounded 
in human rights, although charity, medical, and 
discriminatory approaches were used in almost all 
country reports. This may be a reflection of levels 
of knowledge and attitudes about different models 
and approaches to disability in general rather than 
psychosocial disability in particular, which we 
would expect to be high among those writing the 
reports. That being said, in many countries (such 
as Australia, India, and South Africa), psychosocial 
disability and intellectual disabilities are treated 
distinctly from other types of disability, particular-
ly in relation to autonomy and in relation to will 
and preference in decision-making, including for 
medical treatment. As noted in Australia’s report: 
Consent to medical treatment is regulated by 
policies and/or legislation in each jurisdiction. 
Australia considers that the Convention allows 
for compulsory assistance or treatment of persons, 
including measures taken for the treatment of 
mental illness, where such treatment is necessary as 
a last resort and subject to safeguards.18
With the introduction of the CRPD, the Interna-
tional Classification of Functioning, Disability and 
Health, and other disability models and frame-
works, global actors are moving away from 
traditional medical and charity models. However, 
there needs to be a recognition that this process is 
more difficult for countries with limited resources 
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or different cultural attitudes and beliefs. Such 
countries may need additional support, especially 
when cultivating cultural responsiveness toward 
and acceptability of a global movement.
Based on variable 3, it is clear that many coun-
try reports did not make a distinction between 
psychosocial and intellectual disability, although 
this varied substantially between countries. In some 
cases, this approach may be appropriate (such as 
mentions of “physical and mental disabilities”), and 
in other cases, it is difficult to determine whether it 
reflects a poor use of language or an underlying fail-
ure to distinguish the two in practice, especially for 
countries where English is not a national language. 
Examples of ambiguous and derogatory language 
include “mental disability,” “mentally challenged,” 
“unsound mind,” and “mentally deranged.” For 
such high-level reports to not be clear about the 
distinction implies a poor level of understanding 
among the authors. We would suggest that knowl-
edge of the distinction between psychosocial and 
intellectual disabilities—and of the nuances of neu-
rological (for example, migraine), behavioral (for 
example, autism or attention deficit disorder), and 
cognitive (for example, dementia) conditions—is 
essential for authors of CRPD country reports.
It is clear from variable 4 that country 
reports did not describe policies ensuring the 
prioritization of the rights of persons with psy-
chosocial disabilities. By extension, this could 
mean that organizations of people with psycho-
social disabilities are facing barriers to advocacy 
efforts in national CRPD accountability mecha-
nisms. Further research is required to elucidate the 
experiences of people with psychosocial disabilities 
and their organizations when engaging with CRPD 
report-writing processes. National-specific assess-
ment would need to be done to verify this in each 
case. Variable 5 strongly indicates that state parties 
are not implementing, or at least reporting, reason-
able accommodations and accessibility initiatives 
for persons with psychosocial disabilities (or in-
tellectual disabilities). This is one variable where a 
direct comparison with other disabilities was pos-
sible, and it is clear that there is a dramatic gap in 
progress for psychosocial disability compared with 
other areas of disability. 
Our findings indicate that there is, in gen-
eral, a poor level of reporting about psychosocial 
disabilities in country reports to the CRPD Com-
mittee. While there is need for further research to 
understand what the reasons for this might be, it 
is clear that states’ reporting capacity needs to be 
addressed. This requires that national reporting 
processes better engage with people with psycho-
social disabilities and their representative groups, 
empowering their input and advocacy. The results 
of our research may be a useful tool for the CRPD 
Committee, relevant UN agencies (particularly 
members of the UN Partnership on the Rights of 
Persons with Disabilities), and civil society groups 
seeking to advocate more effectively for a greater 
focus on rights-based approaches to psychosocial 
(and intellectual) disabilities in policy, and in CRPD 
reporting in particular.
Strengths and weaknesses
Content analysis proved a valuable way to objec-
tively assess the content of the country reports for 
volume and quality of content related to psycho-
social disability and to reveal disparities in the 
representation of different disabilities. The variables 
that were included in our tool were derived from 
a consensus among a group identified as experts 
and experienced in the field, with backgrounds in 
policy, the UN system, academia, and service user 
movements. We feel that these allow the reports’ 
quality to be judged by how well they address issues 
that are relevant to psychosocial disabilities. What 
is harder to examine is the underlying reasons be-
hind our findings. This question of the “why” would 
be best addressed through additional qualitative 
research. It would also be useful to analyze country 
reports in the context of shadow reports (where 
they exist). Although shadow reports may have no 
impact on a country’s report, the representation 
of psychosocial disability in these shadow reports 
may indicate the level of participation of people 
with psychosocial disabilities in national disability 
movements, thus helping target capacity-building 
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interventions. In addition, a review of subsequent 
country reports from the same countries could be 
used to gauge whether there is a trend of improve-
ment in this area.
Our sampling frame was purposive, so we 
were able to compare results across, for example, 
income levels of countries, but we cannot claim 
that the countries chosen were representative of 
these income levels or that the political and policy 
environments are consistent across these countries. 
The use of our tool raised some complex ques-
tions of interpretation, even though agreement was 
achieved between the independent reviewers. For 
example, Myanmar used the human rights approach 
in almost all cases where it mentioned psychosocial 
disabilities, meaning that it scored highly, despite 
mentioning such disabilities infrequently and 
without detail. The United Kingdom tended to 
write specifically about psychosocial disabilities in 
particular areas but did not address psychosocial 
disability across all life domains. While we feel we 
achieved a fair level of agreement about interpreta-
tion, there would be benefit to updating guidance 
for the tool for future use. There was great value in 
having a steering committee to guide the nuanced 
discussions that often arose, anchoring the final de-
cisions in core approaches that we wished to reflect 
in the establishment of the criteria for the analysis. 
Inevitably, any element of change raises questions 
of replicability and consistency of method, requir-
ing reflection in interpretation. The tool also relies 
on identifying relevant paragraphs through the use 
of a set of keywords associated with psychosocial 
disability, which may not be exhaustive. Some ge-
neric paragraphs not mentioning our search terms 
may theoretically be referring to psychosocial 
disabilities.
Variable 5 was our only variable that analyzed 
data for other disability types, and for this variable 
the difference was stark. However, while represen-
tation of psychosocial disability may appear low 
in other variables, we are unable to measure this 
against other types of disability. A version of the 
tool adapted for one or more other types of disabil-
ity would allow this comparison in future analysis. 
In addition, this may highlight how strong the re-
ports were for other disabilities and whether those 
that were weaker for psychosocial disabilities were 
also weaker overall.
Conclusion
There is considerable variability in the quality of 
states’ reporting on psychosocial disabilities when 
following CRPD accountability processes, despite 
broad recognition of the importance of the full 
and meaningful participation of people with psy-
chosocial disabilities.19 We found a lower quality 
of reporting on psychosocial disabilities in low-in-
come countries in particular, which may reflect the 
effects that limited resources have on reinforcing 
prejudicial social norms or a lack of exposure to 
contemporary debates around psychosocial dis-
ability in relation to CRPD compliance. While this 
research did not include information on the extent 
to which people with psychosocial disabilities 
participated in the reporting process, we recom-
mend that the first step in addressing disparities 
in reporting be to improve engagement with repre-
sentative organizations of people with psychosocial 
disabilities. International and national agencies 
working with government bodies can engage with 
government focal points to promote a more recep-
tive environment for civil society participation. 
Hand in hand with this recommendation is 
the recognition that meaningful engagement will 
require the empowerment of people with psycho-
social disabilities by providing sufficient resourcing 
for existing and emerging organizations and build-
ing the capacity of national umbrella organizations. 
In all countries, organizations of people with dis-
abilities would benefit from increased knowledge 
of UN reporting processes and the extent to which 
they should be included in reporting mechanisms. 
Though the evidence on what works to promote 
the leadership of people with psychosocial disabil-
ities in low- and middle-income countries is still 
relatively limited, there are examples of success.20 
These examples usually point to organizations and 
movements with strong governance structures 
and clear values.21 Integral to the realization of the 
rights enshrined in the CRPD for people with psy-
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chosocial disabilities is building their capacity and 
strengthening their voices at the national level, and 
improving their representation at the global level, 
so as to exploit fully CRPD processes for meaning-
ful participation of people with disabilities.22 
It is perhaps most helpful to use equivalence 
with other forms of disability as the best bench-
mark for expectations of levels of participation and 
quality of reporting. By this measure, there are 
particular gaps in understanding and reporting 
around reasonable accommodation and accessi-
bility for persons with psychosocial disabilities. 
Specific efforts need to be made to improve under-
standings and attitudes around mental health and 
psychosocial disabilities. Epilepsy South Africa has 
developed good guidelines that could be used as an 
example for making similar information available 
for psychosocial disabilities.23 There also exist ac-
cessible online resources that could be adapted for 
use in other countries.24 In all areas of disability 
practice and research, attention should be paid to 
ensuring that this historically neglected area is 
now able to make full use of this essential global 
mechanism for accountability for the rights of peo-
ple with disabilities. More broadly, strengthening 
procedures for the meaningful participation of 
people with disabilities is likely to lead to improved 
accountability for their rights at the national and 
international level.
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